Presacral masses are rare lesions and due to obscure anatomic location and etiological heterogeneity, they pose a diagnostic and therapeutic challenge. Literature is limited on the pain management of a parturient with presacral mass. We describe here a parturient in her second trimester with severe pain from a presacral mass. A high clinical acumen with early multidisciplinary involvement are needed to establish a diagnosis and provide treatment options for the well-being of the patient, minimize fetal teratogenicity, avoid chronic symptoms and long-term disability.
of gestation for severe left buttock pain.
She first presented with left buttock pain at 13 weeks gestation. Magnetic Resonance Imaging (MRI) scan showed a 9.2 cm × 5.7 cm × 8.6 cm presacral mass with aggressive features. Malignancy was the primary consideration based on the MRI images. She was referred to our hospital for further management. An ultrasound guided biopsy of presacral mass was done and histology showed xanthogranulomatous inflammation with fibrosis. She was a smoker with previous illicit drug use of amphetamines and benzodiazepines (which she stopped during this pregnancy). She had a previous caesarean section 8 years ago. Her management was discussed at tumour board meeting and the recommendation was for interval surveillance scans as patient was not keen for any intervention. Meanwhile she was treated with oral analgesics with paracetamol, naproxen, and tramadol.
She was admitted at 25 weeks gestation, for worsening left buttock pain. Her pain score was 10/10 at rest and at movement, and she was unable to ambulate or sleep. There was no recent history of recent fall or trauma and fever. Her primary team started oral paracetamol and codeine with limited pain relief. A referral to anaesthesia was made for pain management. We stopped codeine and started oral morphine sulphate 10 mg 6 hourly strictly and 10 mg 4 hourly for break-through pain. She required morphine sulphate 70 -100 mg/day and paracetamol was continued as a regular dose 1 g 4 times a day for control of pain.
Non-steroidal anti-inflammatory drugs were withheld as Amniotic fluid Index (AFI) was low, 2.6 cm. Repeat MRI showed interval worsening of the pre-sacral lesion with necrosis and pockets of collections, encasing the left internal iliac vessels and rectum, and compressing on the left sciatic and bilateral sacral nerves ( Figure 1, Figure 2 ). The 
Discussion
We were presented with a parturient at 25 weeks of pregnancy and due to the nature of the presacral area, obscure anatomic location and etiological heterogeneity, the diagnosis and management of her pelvic abscess were slightly delayed. Literature regarding the management of such a condition in a parturient is limited due to its rarity. This is the first case report to our knowledge describing the pain management of a parturient with presacral mass.
Presacral tumours are an uncommon entity in adults, where the majority is benign. Clinical diagnosis is challenging and often delayed. Patients are usually found incidentally or have non-specific symptomatology from compression or invasion of pelvic structures by the tumour. This is further compounded by technical difficulties and risks of infection, bleeding, needle track seeding in achieving a biopsy in the presacral location [4] . MRI is recommended in presacral tumour due to its multi-planar capacity and improved soft-tissue resolution.
With the addition of endoscopic ultrasound, the extent of the tumour can be delineated and thereby assisting decision on suitability for biopsy and surgical resection [4] . Severe pain during pregnancy is challenging to manage in view of considerations for fetal risks and maternal benefits. Inducing delivery or caesarean section in view of fetal immaturity is only a good option after 34 weeks of gestation.
However the presence of a presacral tumour may lead to obstructive labour and predispose to life-threatening dystocia.
The first tenet in the medical management of the parturient is to minimize the use of medications and to use non-pharmacological therapies whenever possible.
The most critical period for minimizing maternal drug exposure is during organogenesis from the 4 th to 10 th week of pregnancy. In deciding drug therapy, we should consider any potential for harm to the mother, the fetus, and the course of pregnancy. The most effective and safe drug regimen for treatment of pain during pregnancy remains controversial [5] . IDs may be associated with bleeding complications, premature closure of the ductus arteriosus and oligohydramnios [9] . Ibuprofen and naproxen have not been linked to congenital defects when taken up to 30 weeks of pregnancy. Low dose aspirin has been used to prevent pre-eclampsia, providing further evidence of its relative safety [10] . NSAIDs should be given in pregnancy only if the maternal benefits outweigh the potential fetal risks, at the lowest effective dose and for the shortest duration possible. In this patient, as the initial ultrasound showed oligohydramnios, naproxen was stopped.
There is few prenatal data on selective COX-2 inhibitors and their use is con- Most of our knowledge of the effects of chronic opioid use in pregnancy has been extracted from large observational studies of opioid dependent and abusing mothers. There is a need of more studies to better understand their effects on fetus development [13] . Opioid treatment can be harmful for the fetus through both direct effects on the development of the fetus and possible fetal opioid addiction. Dependence and withdrawal symptoms may manifest in the neonate from chronic maternal opioid use, neonatal abstinence syndrome may occur and monitoring is recommended [14] . The minimum effective dose should be used if opioids are needed [15] . In the Boston Collaborative Perinatal Project study, no significant increase was seen overall in either major or minor malformations with codeine, but there was a slight but statistically significant increase in respiratory tract malformations following first trimester use [16] . A large case-control study recently found an association between maternal therapeutic use of opioids in early pregnancy and several congenital heart defects [17] . Opioid rotation should be considered for prolonged opioid usage, as opioids can easily pass through the placenta due to small molecular weight. Switching opioids after prolonged use will allow sufficient pain control with minimal dosage. Opioids should never be discontinued abruptly because the ensuing withdrawal syndrome may produce uterine irritation, miscarriage or premature delivery [18] . Whenever opioid infusions are required, the suggestion is to use opioids with minimal active metabolites [19] .
Outcome data following maternal use of gabapentin and pregabalin during pregnancy is limited [20] .
The use of regional techniques, such as an epidural was considered. However the epidural catheter would present a serious risk of infection if maintained for a prolonged period of time. Due to the uncertainty in diagnosis and management of the presacral mass, we felt an epidural was not a viable management option. Other nerve blocks and plexus blocks such as superior or inferior hypogastric plexus were considered but deemed unsafe as it would involve injection near or at the presacral mass itself.
Conclusion
This case highlighted the importance for high clinical acumen and the need for multidisciplinary approach of care to parturients with severe pain. Early referral to anaesthetists and other specialties improves the quality of care in pregnancy.
Opioids for pain management in parturients is a useful option for improving fetomaternal prognosis.
